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Explantation of an infected aortic endograft with
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New Orleans, La
A 64-year-old male with chronic renal failure and severe cardiac
disease (EF 15%) underwent a successful endovascular repair of a 7-cm
abdominal aortic aneurysm (AAA) with a Zenith endograft. Eighteen
months after implantation, he presented to an outside facility with
abdominal pain and an upper gastrointestinal (GI) hemorrhage. Up-
per endoscopy revealed a large gastroesophageal junction ulcer that
was felt to be the bleeding source; however, the fourth portion of
the duodenum was not visualized. Computed tomography (CT)
scanning revealed a large amount of air within the aneurysm sac
suggesting an aortoenteric fistula (A [cover]).
After the patient was transferred to our facility, he underwent
an axillary-femoral-femoral bypass followed by immediate abdom-
inal exploration. Proximal control of the aneurysm was achieved by
supraceliac clamping (B). Upon opening of the aneurysm sac, a large
amount of grossly purulent material was drained. This later grew out
Staphylococcus aureus, Enterococcus faecalis, and Prevotella (an anaer-
obe). Meticulous efforts failed to demonstrate an aortoenteric fistula.
The bare suprarenal struts of the Zenith device were cut and left in
situ (B), whereas the entire covered portion of the endograft was
removed and the pararenal aorta closed with interrupted prolene
suture (C). After irrigation and debridement, an omental flap was
placed between the aortic stump and the duodenum.
Despite the patient’s severe preoperative deconditioning,
there were no initial postoperative morbid events. However, he
had persistent mental confusion. All cerebral imaging studies failed
to identify a recent infarction, and an exhaustive search for con-
tinuing sepsis was repeatedly negative. Shortly after transfer to a
long-term care facility, enteral support was withdrawn by family
request; the patient died on postoperative day 24.
COMMENT
Aortic endograft infection is unusual but does occur. Al-
though we were unable to demonstrate an aortoenteric fistula,
overwhelming evidence (upper GI bleeding, air within the aneu-
rysm sac, and polymicrobial infection) supported this diagnosis.
Reports of aortoenteric fistula following endovascular AAA repair
have been published.1 Technical aspects of endograft explantation
may vary with the different device designs. Endografts with supra-
renal barb fixation necessitate supraceliac control for explantation
while endografts with an infrarenal fixation only may be managed
with a lower clamp placement. As with open aortic graft infections,
patients with severe pre-existing comorbid conditions may not fare
well with the resulting physiologic stress of this complication.
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